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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
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STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE
OR SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT IS INCLUDED IN THE PROGRAM
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS:

CITATION Medical and Remedial 2. Reimbursement for services specified in the 90 day
42 CFR Care and Services action strategy plan in the approved MHR Service
447.304 Item 13.d.(cont'd.) Agreement shall be paid at a flat monthly rate for the
440.130 appropriate frequency schedule, which is determined

by medical necessity. High need services for adults
and children and medium need services for children
are reimbursed at ninety-three percent (93 %) of the flat
monthly rate in effect as of January 31, 2000.

Flat monthly rates are based on estimated number of
hours of each service in each frequency schedule
(weighted by usage determined by a study of prior
history for similar services) and hourly cost of
composite services, including all provider costs
regardless of location in which services are provided
(based on historical reimbursement for those services).

Rates for each frequency schedule are based on 66.6 %
of the estimated cost of services for the appropriate
frequency schedule.

Payment is contingent upon the delivery of 80% of the
services contained in the Service. Agreement.
Reimbursement for the first month will be made after
80% of one-third of the total services have been
provided. Reimbursement for the second month will
be made after 80% of two-thirds of the total services
have been provided. Reimbursement for the third
month will be made after 80% of total services have
been pfovided: —
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